Despite recent evidence of improved prognosis after a first hospitalisation for heart failure (HF), pharmacological treatment does not impressively improve the high morbidity and poor survival rates associated with chronic heart failure. Mortality rates during the first 30 days after a first HF hospitalisation are 11-20% and 1 year mortality is also high (30-45%) [1] . Readmission rates during the first year (30-40%) reflect frequent decompensation and represent a major burden on health care services [1] .
Health care practitioners who treat HF patients often face the challenge of managing multiple conditions requiring a complex regime of multiple medications. Life style changes in an older, sometimes cognitively and psychologically affected patient group are difficult to implement. An organised approach is needed to optimally diagnose, carefully review and prescribe treatment, educate and counsel patients and families with regard to medication use and life style changes as well as to provide adequate post-discharge follow-up. Such an approach is applied in various disease management programmes, utilising outpatient clinics, nurse led home visits or telemonitoring programmes.
There have been a large number of studies evaluating the effect of HF management programmes on various measurements of morbidity. Recently, several meta-analyses demonstrated that comprehensive discharge planning plus postdischarge support for older patients with HF significantly reduce readmission rates and may improve health outcomes such as survival and quality of life without increasing costs [2, 3] . The current Guidelines of the European Society of Cardiology provide a class 1 recommendation with level of evidence A for the establishment of multidisciplinary HF management programmes [4] and a special issue of the European Journal of Heart Failure recently was devoted to an in-depth review of various aspects of HF management programmes [4] .
Various models have been tested but it is not clear which model is most efficacious for an individual centre. Most of the successful HF management programmes are multi-faceted and consist of an in-hospital phase of care, patient education, selfcare supportive strategy, optimisation of medical regimen, and ongoing surveillance and management of clinical deterioration. While the concept of HF clinics has existed for some time in North America, in Europe the first HF clinics were established in the early 1990s, mostly in Northern Europe. This is reflected in the survey conducted by the UNITE group of the Working Group on Cardiovascular Nursing of the European Society of Cardiology reported in this issue [5] . In this survey, the countries with the highest proportion of HF management programmes relative to the number of hospitals were Denmark, Norway, Sweden, Iceland, Slovenia, the Netherlands and the UK.
There is, however, a rapid increase in the number of heart failure clinics throughout the rest of Europe. Two years ago the Heart Failure Association of the ESC established a network of HF management programmes. This initiative was a result of an Educational Training Programme course of the ESC in which participants expressed the need for a pan-European network with the possibility to exchange information and collaborate in research projects. This network is now administered by an official committee of the HFA of the ESC with the mission to foster cooperation between outpatient, multidisciplinary HF management programmes to further develop initiatives designed to improve functional status, reduce morbidity and prolong survival in symptomatic patients with heart failure. The website address is: http://www.escardio.org/HFA_hfmanagement_network. Currently, the primary objectives are to:
• USA. An initial questionnaire from 77 of the participating centres in autumn 2003 demonstrated that the programmes are comparable to the programmes as described in the survey by UNITE; often hospital based, with regular scheduled follow-up calls and involvement of nurses and cardiologists. We also found that there is a large diversity in the capacity of HF programmes. Some institutions reported managing more then 2500 patients with up to 500 new referrals yearly to the programme, while other centres reported managing approximately 50 patients yearly.
This diversity of HF programmes in Europe indicates the need for programmes tailored to the needs and goals of the individual centre. The varied experience collected to date is valuable and should be shared by effective networking. The knowledge accrued would strengthen our insights into feasibility aspects and the effectiveness of HF programmes as applied in different health care systems. As health care services as well as economic infrastructures and legal regulations differ from country to country, it is imperative to design management programmes that are sensitive to local conditions. The Network of HF Management Programmes of the HFA is a tool that permits us to exchange experience, collaborate and foster the further development of effective programmes.
